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To ensure that healthcare is delivered in a safe, timely, efficient, and cost-effective manner, 
quality improvement methods have been implemented to move away from the medical 
model of care, to focus on the individual’s psychosocial needs, as encompassed within the 
Biopsychosocial approach (Engel, 1977). Within the biopsychosocial model, it assumes that 
disease or illness is attributed to the intricate combination of biological, psychological, and 
social factors (George and Engel, 1980; Farre and Rapley, 2017).  
 
Psychosocial care is important; it can improve patients' health outcomes and quality of life 
(Carlson and Bultz 2003; Legg, 2011 Chen, Chan, Chan, Yap, Wang and Kowitlawakul, 2017). 
Psychosocial support is deemed to be a central component of nursing care (Hill, Evans, and 
Forbat, 2015). The provision of good psychosocial care is beneficial for patients by reducing 
both psychological distress and physical symptoms through increasing quality of life, 
enhancing coping and reducing levels of pain and nausea with a consequent reduction on 
demands for hospital resources (Carlson and Bultz 2003; Ellis et al 2006). However, 
providing psychosocial care can be an overlooked part of nursing care (Legg, 2011). A study 
by Botti et al (2006) found that high workload and a lack of available time were cited as 
potential barriers that limited nurse’s opportunity to sit down and engage in conversation 
with patients to elicit their specific needs. This reduces the likelihood of the psychosocial 
needs of the patients being met.  
 
Statistics reinforce that the National Health Service (NHS) is under significant pressure 
caused by an increased workload and reduced staffing levels (NHS, 2019). In 2019, it was 
reported that there may be more than 100,000 vacancies reported by NHS Trusts in a 
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decade time (Buchan, Charlesworth, Gershlick and Seccombe, 2019). Projecting these it is 
expected that by 2030, this could reach 250,000 vacancies (Lacobucci, 2018; Buchan et al., 
2019), which could cause growing waiting lists and a deterioration in the quality of care as 
the population grows, ages, and develops more chronic diseases (Buchan et al., 2019). 
Between 1 July 2019 and 30 September 2019 there were 92,149 full-time equivalent 
vacancies within England, with 77,188 (88%) being permanent and 16 per cent 14,961 (16%) 
being fixed term (NHS Digital, 2018).  
 
To cover the shortfall and to ensure patients’ needs are met, non-contractual healthcare 
staff (also known as bank staff) have been used and relied on within acute care settings to 
provide care for patients (NHS England, 2018). Obtaining non-contractual healthcare staff 
through non-NHS agencies, cost 20% more on average, compared to using non-contractual 
healthcare staff through the NHS (NHS England, 2018). To reduce spend on non-contractual 
healthcare staff a Trust in the South-East of England introduced an approval system where 
Director approval was needed before any shift being advertised through an agency. 
Resulting in a 39% reduction in agency spend during April 2016 compared to April 2015, 
compared to a 156% increase in spending from the year previous (NHS Professional, 2016).  
 
However, there is still a need to ensure adequate staffing levels in the ward. Ross, Fenney, 
Ward and Buck (2018), acknowledge that volunteers within health and care setting can be 
utilised and employed within a variety of settings, hospitals, hospices, general practices and 
in care homes. National Council for Voluntary Organisations defines volunteering as taking 
part in an activity that involves giving unpaid time, to do something that aims to benefit an 
individual, group, or environment (NCVO, 2015). Having volunteers within a health and care 
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setting can complement clinical healthcare staff (Charalambous 2014), by easing the 
pressure on over-stretched staff (Baczynska et al 2016; Bateman et al 2016). Clinical 
healthcare staff have recognised that volunteers have more time to devote to the 
psychosocial care of patients than they do, which provides the patients with caring high-
quality time and attention which is not always possible for clinical healthcare staff to 
provide (Teasdale, 2008). Alongside this, employers can benefit from utilising a volunteer 
workforce by reducing spending. Teasdale (2008) indicates that approximately £500,000 
could be saved in mental health Trusts and £250,000 in primary care Trusts per year. 
 
There have been multiple examples from health and social care settings, where psychosocial 
support has been provided to help service users. For instance, the British Red Cross 
implemented a Therapeutic Care package to promote wellbeing in people made vulnerable 
by life events and circumstances (Cavaye, 2009). The package consisted of; massage to 
either the hands and arms or the neck and shoulder areas which were delivered by 
volunteers (Cavaye, 2009). Positive psychological outcomes were reported including 
reduced levels of stress and anxiety, being more able to cope; improved mood, quality of 
sleep and energy levels, as well as an increased level of social interaction and new 
friendships were developed (Cavaye, 2009). 
 
Due to the reasons highlighted in this introduction of gaps in staffing, increased workloads 
and increasing patient numbers, there was a need to identify a novel workforce of 
therapeutic care volunteers. These volunteers, at a Trust level, could reduce spend on non-
contractual healthcare staff to support patients and to work alongside clinical healthcare 
staff to prioritise psychosocial therapeutic support for patients in hospitals. This aim of this 
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project was to complete a service improvement to plan and implement a novel workforce of 
therapeutic care volunteers to prioritise the psychosocial needs of patients in an NHS 
Foundation Trust, whilst reducing the spend on non-contractual healthcare staff to provide 




The Plan, Do, Study, Act (PDSA) framework was utilised in the current service improvement. 
This was to ensure that the evaluation was completed systematically and make sustainable 
improvements (NHS Improvement, 2018). The PDSA framework (see figure 1) allows for 
learning to be quick to determine whether an intervention works, which enables 
adjustments to be made accordingly to increase the chances of delivery and sustain the 
desired result (NHS Improvement, 2018). The PDSA approach is a flexible and adaptable 
method for complex social systems of healthcare (NHS Improvement, 2018). The three main 
steps embedded in the PDSA cycles are: 1) setting a clear objective (reported under the 
heading ‘plan’, 2) collecting data and starting the analysis to determine progress (reported 
under ‘do’) and 3) evaluating the data, where further testing cycles can be planned before 
the implementation of change (reported under ‘study’ and ‘act’) (NHS Improvement, 2018).   
 
INSERT Figure 1 
 
Setting 
One NHS Foundation Trust in the North East of England was the location of the service 
improvement. The Trust is a designated major trauma centre and provides all specialities 
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including neurosciences, renal medicine, spinal injuries, major trauma, cardiothoracic, 
vascular surgery, and cancer services. The project initially commenced in 2013 (when the 
lead author [DM] moved roles and began setting up the volunteer programme discussed 
below) and ran until 2015 when the data for this specific work was completed. 
 
Governance approvals  
The project was classified as a service evaluation. This meant that ethical approval was not 
required. However, the Trust’s evaluation department was aware of the evaluation. As no 
direct patient contact took place, no consent was required. The data utilised in this project 
was generated as part of the standard patients care, with no additional data being obtained.  
The data collected was collected as a standard for patients being assessed for needing 
enhanced observations. The data included the ward number, date of assessment, the 
patient's date of birth, full name, level, the reason for allocation on the level.  Pre-selected 
staff were approved to obtain the data from the ward staff.  
 
The PDSA Cycle 
‘Plan’ 
The first PDSA cycle focused on reviewing the spend on non-contractual healthcare staff 
within the Trust. During the planning stage, the Trust had highlighted that they were keen to 
reduce the bookings made for bank staff. Figures from the Trust from 2015/16, indicate that 
the total cost for non-contractual healthcare staff covering enhanced observations was 
£1,176,000.00. During the process at the time, where ward management felt a patient 
needed support, they would advertise the shift to be covered by a non-contractual 
healthcare staff. This meant there was no gatekeeper or official approval needed, meaning 
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additional staff were being requested and paid for where they potentially were not 
necessary.  
 
To effectively understand how the spend could be reduced, a stage of auditing the requests 
received was proposed. The data that was collected included: the booking requests made by 
ward managers, the reasons for requesting the bank member. The booking requests were 
collated daily to identify how many bookings were requested.  The data were collected over 
four weeks from 1st August 2015 up until the 26th August 2015. The data was input on Excel 
to enable the data to be converted into frequencies and categories.  
 
Over the four weeks, 578 requests were received for non-contractual healthcare staff 
support to cover vacant shifts. The requests covered 19 wards over the Division of Acute 
Medicine. The reasons for the request were primarily due to needing enhanced observation 
of the patient, as they were deemed to be level 2 or above. This was the case for the 233 of 
the requests received. The data have shown that these requests were to support 98 patients 
who were deemed to require enhanced observations. There are three different levels of 
enhanced observations. If a patient was deemed to be a level 2 or above, this enabled 
automatic approval for non-contractual healthcare staff to be booked Definitions are 
provided within table 1, alongside the definitions, highlights the frequencies of patients 
deemed to be on each enhanced observation level.   
 




Through analysis of the data, 20 categories of reasons were reported for requesting a non-
contractual healthcare staff support. The most common reasons are presented in table 2, 
alongside the frequencies.  
 
INSERT Table 2 HERE 
 
Following the observations, it was highlighted that the Trust was requesting a large amount 
of non-contractual healthcare staff being requested and approved to support patients. This 
is an additional cost to the Trust. The following objectives were set to be implemented 
during the ‘Do’ stage: 
1. To reduce the spend on non-contractual healthcare staff   
2. Identify and implement a complementary workforce to replace the need to request 
non-contractual healthcare staff. 
 
‘Do’ 
During the ‘Do’ stage of the PDSA, the first change was to amend the approval process for 
bank requests. All booking requests were submitted to the lead author, for their approval of 
the bank requests, or deny the request and review. Through the review process, it would be 
determined whether it was appropriate for an in-house member of staff could support the 
patient. Alongside this review, the booking request would be reviewed and if a patient 
needing enhanced observations was present this would be reviewed and the patient 
reassessed as either level 1, 2 or 3, Based on this decision, subsequent actions would be 
taken to ensure the patients were supported. If classed as a level 2 or 3, a member of a 




The TCT comprised of trained volunteers who worked with the Trust. Those who were 
therapeutic care volunteers had undertaken a training programme including infection 
prevention and control, managing challenging behaviour and safeguarding. As well as 
receiving a disclosure and barring service check.  It was clear that the volunteers were not 
replacing clinical healthcare staff. Volunteers were not allowed to be involved in clinical 
care, for example administering first aid or handling medication. Any medical healthcare 
needs were still in the remit of clinical healthcare staff. The volunteer role was clearly 
outlined to the volunteers and clinical healthcare staff. It was highlighted that the clinical 
healthcare staff has overall responsibility for patient’s medical care, but volunteers were to 
work alongside the staff to provide care for patients within the biopsychosocial remit. 
Responsibilities of the therapeutic care volunteers were to provide psychosocial therapeutic 
interaction with patients which could include (but were not limited to): reading with 
patients, talking, listening to music, playing games, as well as encouraging nutritional and 
hydration. To support the implementation of the TCT, guidance was provided to ensure the 
appropriate use of the bank booking system. The guidance reiterated to the staff the criteria 
for each level, and the new procedure to follow to request support for patients. 
 
Alongside the amendments in the approval process, these changes to the system were 
highlighted to the Trust finance team who were asked to collate the spend from pre-TCT 
implementation and during the implementation. This would enable calculations to be made 




Following the implementation of the changes in this stage, within the ‘Study’ stage, the 
improvements achieved from objective one and two are highlighted, these focus on analyse 
whether the changes implemented are effective in improving bank spend, and whether the 
benefit of introducing the TCT could have throughout the Trust. 
  
‘Study’ 
To measure the impact, an audit of bank spend was conducted over 14 weeks. 2,163 
requests were received over the 14 weeks to cover all levels of enhanced observations. 
Through the audit, the staff assessments of enhanced observation levels were recorded and 
compared with the reassessed levels by a member of the TCT. The following data reports 
month one and three, and not the entire dataset to indicate the difference between the 
start and end of the audit. From this reassessment, it was highlighted that patients were 
incorrectly classified as requiring level 2 or 3 enhanced observation. Over 14 weeks, this 
reassessment process identified a 25-30% reduction of patients from being deemed to 
needing level 3 enhanced observation. Table 3 highlights the frequencies of patients 
assessed on level 2 and 3 from the ward staff, and after the TCT reassessment. Within the 
first month, the TCT reduced 108 patients from needing level 3 enhanced observations and 
12 patients from requiring level 2 which meant they, therefore, did not require enhanced 
observations. Similar trends were seen in month three. Ward staff identified 205 patients 
that required level 3 enhanced observations, upon reassessment 84 patients were reduced. 
During reassessment by a TCT there was an increase of 49 patients requiring level 2. The 
presence of a therapeutic care member of staff was associated with a 16% reduction in all 




INSERT Table 3 here. 
 
By implementing the changes in the approval process for acquiring a bank member of staff, 
a reduction in spending occurred. From February to May 2016 a total of 2,163 non-
contractual healthcare staff bookings were made, compared to February to May 2017, this 
reduced to 163 non-contractual healthcare staff bookings, across 18 wards. The total spend 
from bank booking from 2015 to 2016 financial year £1,176,000.00 which reduced to 
£471,000 in 2016 to 2017 financial year. This equates to a saving of £705,000. 
 
‘Act’ 
On the back of the initial PDSA cycle, we were able to engage and complete two further 
cycles. The cycles were in the form of service evaluations where one focused on obtaining 
the patients and staff experiences of therapeutic care and the second to understand the 
motivations of the volunteers to be involved in therapeutic care. The results of these cycles 
have not been discussed here, but have aided in, and supported recommendations to the 
NHS Trust to upscale the TCT.  
 
As a direct result of the findings in the study section, and the service evaluations, led to the 
policy which documented the criteria for the levels of enhanced observation was amended 
and changed from the ‘G52 policy’ to the ‘Enhanced Observation Guidance’. The G52 policy, 
at the time of data collection, provided instruction and guidance on how to manage 
observation of the patient. However, the G52 policy was rigid and did not allow for the 
patient's individuality. The prescriptive policy left little room for assessment and clinical 
judgement. This was implemented to allow for flexibility and better professional judgement 
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by focussing on why behaviours had possibly changed and enabled staff to assess patients 
daily. The guidance recommends a sliding level of observation to minimise the risk of 
patient safety incidents and maintain optimum standards of care, level 3 being for patients 
at higher risk and who therefore require one to one constant observation. This sliding scale 
was rationalised due to patients been categories between levels of enhanced observation, 
as illustrated in table 3. This meant that the assessments were personal and allow clinical 
staff the freedom to use their clinical knowledge to support the patients in  
 
Discussion 
This project is the first which highlights the impacts that introducing a novel workforce of 
therapeutic care volunteers can have on spending for non-contractual healthcare staff to 
support patients in the hospital on a 1:1 basis. The PDSA cycle has identified that an 
intervention to develop a new workforce within an NHS Trust, can be an effective way to 
improve patient care and efficiency whilst reducing spend by better-assigning resources.  
 
It was evident from the data obtained that there is a benefit for providing a complementary 
workforce which can provide therapeutic interaction to patients within a hospital setting. As 
well as evidencing a more cost-effective more holistic process to ensure the health and 
wellbeing of patients. By implementing the TCT, in the place of using bank staff to support 
patients, this was found to reduce bank spend by thousands of pounds per year. This may 
be beneficial in enabling NHS Trusts to not overuse the request and spend on non-
contractual healthcare staff, for incorrect reasons. In turn, this could free up money to be 
spent on expanding the workforce to allow for safer staffing levels on the wards whilst 




This investigation further demonstrates that it is appropriate to assess patients whilst 
ensuring a safe level of observation is provided through a non-clinical workforce. 
Specifically, the audit highlighted that the introduction of the TCT provided a better means 
of assessing patients who may need level 2 or 3 enhanced observations. Overall a reduction 
in patients needing level 3 enhanced observations were reduced after reassessment by a 
TCT. An increase in level 2 enhanced observations can be attributed to patients being 
reduced from level 3. It can be seen in table 3, however that this increase was not seen in 
the first month. This can be attributed to 91 patients being deemed to no longer needing 
enhanced observations. Having a system where patients can be supported based on their 
actual level of need can improve the care given to patients by enhancing psychosocial 
interactions provided by TCT.  
 
Since the project has been conducted, there has been a surge in volunteer programmes 
being implemented within healthcare settings. Mehta and Griffiths (2020) have recently 
highlighted that volunteers within an emergency department have had a positive impact on 
the patients obtaining food and drink more often. Under the current project, this evidences 
how volunteers have successfully helped patients’ non-medical needs. However, Mehta and 
Griffiths did not account for the cost saved by the introduction of the volunteers in the 
emergency department.  
 
Existing research has shown that utilising volunteers has had an impact on the time nurses 
spend on non-clinical task (Mehta & Griffiths, 2020), which includes factors categorised 
under the patient's psychosocial needs, including talking and comforting patients which do 
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not require a qualified professional (Babudu et al, 2016). Also, Ross, Fenney, Ward and Buck 
(2018) have indicated that in other literature nurses reported that volunteers were able to 
provide patients with the extra attention that they were unable to give due to clinical duties 
(Halford and Fraser, 2013; Charalambous, 2014).  
 
The introduction of the reassessment of enhanced observation came with some resistance 
from ward staff. For example, it was often felt that the team were undermining the original 
assessment and that the skills of the individual were being questioned. During the audit, it 
was highlighted that 82 cases (4.9%) that were reassessed was over-ruled. For 864 cases 
(52.1%) the reassessment of the level for the patient was not over-ruled. The main reason 
for the refusal of reduction by ward staff was justified as “just in case something happens”. 
This potentially highlighting how the staff completing the assessment are unwilling to 
reduce patients from a place of caring and to protect the patient from possible harm. Yet, 
this overcaution could also be seen as mechanism for them to protect themselves from 
negatives which could be linked to their decision if the patient did fall or come to harm for 
example. Due to this, during the audit substantial guidance and support provided for staff to 
ensure the staff knew that the TCT were appropriately trained and competent to provide 
the enhanced observation. As an opposite to this, utilising the TCT was deemed to be 
appropriate and feasible to staff and patients alike. With ward managers commenting on 
how the volunteers had made an impact; “Patient B did not try to leave the ward once when 
Hannah was with him” (Ward Manager). In addition, a nurse highlighted “Watching the 
volunteers brought back the reason why I came into nursing” (Nurse). This is one 
recommendation for future research discussed later, to conduct qualitive research with staff 




The project has highlighted how implementing a therapeutic workforce to work alongside 
clinical healthcare staff can help in achieving a truly biopsychosocial approach for patients in 
the hospital. The assessment of patients who need enhanced observation has led to an 
improvement in policy adherence and has meant that patients are correctly categorised for 
their care. The workforce can also be a mechanism to enhance prospects of people by 
upskilling individuals and empower non-clinical teams to liaise with clinical healthcare staff 
to ensure the care of patients ensuring parity of esteem; “giving equal priority and value to 
mental health and physical health needs” (Royal College of Nursing, 2018). 
 
Recommendation for future research 
Based on the findings from the current project, additional research could be conducted, 
which would benefit practice. First, it may be beneficial to understand the clinical healthcare 
staff’s perceptions of working alongside therapeutic care volunteers in the ward. This would 
be beneficial to highlight how clinical healthcare staff and volunteers work alongside each 
other to ensure patients receive high-quality holistic care, which maps onto the 
biopsychosocial approach of health, but also better understands how introducing volunteers 
has impacted on clinical healthcare staff workload. Since the introduction of the therapeutic 
care volunteers, obtaining the experiences of the patients involved with the volunteers 
would enhance the psychosocial impact of the volunteers on the patients.  
 
Limitations 
Although the benefits of the project have been outlined, there is some limitation which 
needs to be accounted for. The project focuses on a service improvement from one NHS 
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Foundation Trust, of which the data only covers 14 weeks of the audit period. Therefore, the 
data captured may not represent the longevity of the intervention. However, an attempt 
has been made to highlight that the intervention has been enhanced and scale up the 
project’s completion. A second limitation of the study is that due to the observations taking 
place, there may have been some bias unaccounted for. The staff submitting the bank 
requests knew that their requests were being reviewed and did not necessarily mean they 
would be provided with a bank or therapeutic care member just by submitting the request. 
This may have led to an observation bias as staff may have altered their reasons for 
submitting the request, as they knew the patients would be reassessed. Also, the audit data 
was obtained on a morning and after the patients enhanced observation level had been 
reassessed. The morning was chosen as this was the time in which the patients would be 
discussed during the handover from night-time staff to daytime staff. To ensure the data 
was obtained, different members of the TCT would complete the data collection to minimise 





In summary, we have reported how a novel workforce of therapeutic care volunteers has 
been designed and implemented, based on patients’ needs for therapeutic interaction, but 
also to reduce expenditure on non-contractual healthcare staff. The PDSA has been used to 
plan and implement the workforce, to highlight how an acute Trust can implement a novel, 
non-medical workforce to enhance the patient's experience and ensure that patient safety 
is always of paramount concern. From the PDSA cycle, it has been found that by TCT 
reassessing patients who are deemed to require enhanced observation can reduced the 
amount of level 2 and 3 level by 25-30%, this having an impact on the total saving of 
£705,000 being made from introducing the novel workforce. This approach endorses 
collaborative working between therapeutic staff and the nursing, medical and mental health 
teams within the organisation. The impact of the initial volunteer team provided a platform 
to recruit a substantive team of support workers. This has provided a route whereby people 
can gain valuable experience as volunteers to enable the progression onto paid 
employment, a volunteer to career route. This route has enabled the workforce to be 





● A novel workforce of therapeutic care volunteers can be utilised to work alongside 
clinical staff to support the psychosocial needs of patients while in hospital. 
● Since the introduction of the therapeutic care volunteers, it has aided in a reduction of 
requesting non-contractual healthcare staff to provide 1:1 support to patients who need 
it. This has relieved clinical healthcare staff in allowing them to focus on additional 
aspects of the patients care.  
● Due to the reduction in requesting non-contractual healthcare staff to support patients, 
a reduction in spending has been seen by the NHS Trust. This extra money can then be 
utilised in further ensuring the patients’ needs are met.  
● As a result, there is scope to develop the role of the emergency department volunteer 
and expand the scheme 
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CPD REFLECTIVE QUESTIONS 
● To what extent do you think the biopsychosocial needs of patients in the hospital can be 
affected by having inconsistent staff on the wards providing care?  
● How else could volunteers be used to ensure the biopsychosocial needs of patients are 
met whilst in a hospital? Would there be any situations where volunteers may not be 
suitable? 
● This article is based on a volunteer programme that runs across an entire NHS Trust. 
What are the challenges of running a Trust-wide programme? What methods could be 
employed to minimise the challenges you have highlighted?  
● How else could a specific volunteer programme be set up, to reduce money spend and 
complete tasks which otherwise would fall on clinical healthcare staff to complete?  
● What are the potential benefits and limitations for having volunteers working alongside 
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